Pre-operative evaluation is initial and one of the essential part of peri-operative care. Several large scale epidemiological confidential study into perioperative death (CEPOD) showed that inadequate preparations of the patient were the major contributory factors for peri-operative mortality 1,2 . These include recognition of existing problems of the patient at the earliest opportunity. For these reasons the process must be designed to allow the patients with coexisting disease to be seen by an anaesthesiologist well in advance of proposed surgery 3 . This can be achieved if proper anaesthetic check up is done earlier as soon as the patient is scheduled for operative procedure. It is therefore essential that anaesthesiologists visit every patient in the ward before surgery to assess "fitness for anaesthesia".
History :
The preoperative history should clearly established the patients' present problem which will help to plan the peri-operative anaesthetic management.
Presention of condition and concurrent medical history -The indication for surgery may influence anesthetic management quite dramatically. The systemic effects disease process must be quantified. There are many diseases which may have a significant impact on anesthetic management and its outcome, particularly disease of the cardiovascular or respiratory systems. Their presence or absence are usually ascertained by direct questioning and should be recorded carefully.
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Family history-There are number of inherited conditions that have a significant influence on different aspects of planned anesthetic management, such as malignant hyperthermia, cholinesterase abnormalities, porphyria, certain heamoglobinopathies and dystrophia myotonica.
If such a condition is suspected, a full investigation of relevant family member is beneficial.
Drug history-Many patients requiring surgical procedure might suffer from unrelated disease and about 42% of them receive regular drug therapy 4, 5 . These drugs may have interaction with anesthetic agents or may cause problems related to their sudden withdrawal during preoperative period.
There are other substances taken habitually by some patients that can also have a significant influence on the process of anesthesia. These include alcohol, tobacco. opioids and cocaine.
Anaesthetic history -Obtaining record of previous admission and anesthesia is very important. This will help to avoid repeatation of complications and planining of anesthesia. So, details of administration and outcome of any previous anesthetic exposure are important and mandatory. History of any pre-operative fear, fight, nausea, sore throat or headache should be taken into account and the anesthetist must attempt to clarify their clinical significance. History of any difficult intubation should be evaluated by physical examination.
History of allergy/hypersensitivity -Although severe anaphylactic reactions to anesthetic drugs are rare but they do represent an important cause of serious morbidity or mortality. Ratio of anaphylactic reaction to population was 1:25000 6 . If yes, please give details. 9 Have any members of your family had any problems with anesthesia? 10 Is there anything about yourself or your family's medical history you think we should know?
If yes, please details.
Physical examination
Physical examination is a simple, safe and cheap method of providing important pre-operative information. A full clinical examination should be performed on every patient and the findings must be documented. Beside history and routine clinical examination, there are areas where special preference are to be given during examination such as air way for difficulty intubation ( Table-I ).
Investigation
Laboratory tests are essential tools for appropriate diagnosis and to quantify a disease process. The relevance of investigation of anesthesia can be extended to provide a pre-operative baseline data with which perioperative change can be compared. In general, results of some investigations can be predicted if a detailed history or examinations is available. Before ordering extensive investigations, the anaesthesiologist should be confirmed that the investigations will alter the management of the patient. Instead of doing a series of investigations as a matter of routine procedure, a guideline can be followed which will give pertinent information (Table-II) .
RISK ASSESSMENT
An attempt has been made to classified or score patients preoperatively in order to identify those at greater risk of adverse outcome:
1. ASA (American society of anesthesiologist) grading
In ASA grading, the patient are classified according to disability related to patients general health, which correlates to some extend with risks of perioperative conlplications 7 . It predicts poorly when used alone as it does not embrace all aspects of anesthetic risk such as age, severity of the presenting disease or the proposed surgery and it does not identify factors which can be altered preoperatively to improve outcome. Nevertheless it is useful in average prediction of the risk. (Table -III, IV) . Blood glucose All patient with history of DM, vascular disease and the patient receiving cortico-steroid.
Liver function tests Any history of liver disease, alcoholism, previous hepatitis or unexplained fever following a recent general anesthetic. Any patient with an abnormal nutritional state.
Full blood count All female adults, regardless of general health or reason for admission. All male patients over 50 years of age, and all other with history of blood loss, previous anaemia or haematopoitietic disease, cardio-respiratory disease or significant blood loss during surgery.
Coagulation screen Any patient with a history of coagulation disorder, significant chronic alcohol consumption, drug abuse or taking anticoagulant medication. All patients belonging to an ethnic group at risk of cariying the sickle gene with previous unrecorded status (predominantly Afro-Caribbeans, but also includes Indians, those of mixed race and some southern Mediterranean countries).
Electrocardiogram
Male smoker>45 years old; all others>50 years old Any patient with a diastolic blood pressure greater than 95 mmHg during admission All patients with a history of heart disease (proven or suspected) or hypertension All patients on diuretics or cardiovascular active drugs Patients with symptomatic chronic or acute-on-chronic pulmonary disease.
Chest X-ray History suggestive of possible abnormality, e.g. trauma, cardiovascular disease, pulmonary disease with localizing chest signs, A previously abnormal chest film. Any patients with thyroid enlargement (along with a thoracic inlet view) This investigation will not be necessary if a chest X-ray from the previous 6 months is available, and the patient's medical condition is unaltered.
Pulmonary Function Tests -Patient with severe dyspnoea on mild to moderate exertion should ordered for -peak expiratory flow rate, forced vital capacity (FVC) and FEV 1 .
Arterial blood gas analysis--All patients with dyspnoea, patients scheduled for elective thoracotomy. Class E Added as a suffix for emergency operation. This classification is based on physiological information, demographic feature and basic laboratory test for the assessment of peri-operative survival 9 . The specificity is 80%. It includes various scoring ( Table-V) for the assessment of postoperative complication such as pneumonia, sepsis, non-infective organ failure within 30 days of surgery. Prospective identification of independent predictors of severe peri-operative adverse outcome is of utmost importance. Forrest and co-workers have undertaken a large-scale study, analyzing independent predictors of severe peri-operative adverse outcome over 17,000 patients 8 . A history of some cardiovascular disease, the needing abdominal or cardio thoracic surgery, specific demographic factors were found to be the most important predictors of severe cardiovascular or respiratory events. 
A. Prediction of difficult airway:
Physical features related with difficult intubation includes 1. General appearance of the neck, face, maxilla and mandible 2. Jaw movement, mouth opening 3. Head extension and neck movement 4. The teeth and oropharynx 5. The Soft tissues of neck 6. Recent chest and cervical spine X-ray 7. Previous anesthetic records, Unfortunately, difficult intubations still unexpectedly occur, causing more anaesthetic morbidity and mortality 1, 10 . Mallampati and colleagues devised a classification based on visible pharyngeal structures when the patient opens the mouth maximally and protrudes the tongue 11 . This was subsequently modified by Samson & Young (Table-VI) 12 . This is a simple bedside test but sometimes related with a high incidence of false positive. To improve upon the observers variability, Wilson and colleagues described a five point features which includes weight; movement of head, neck and jaw; presence of mandibular recession or absence of buckteeth. These also produce a significant number of false positive 13, 14 . When Mallapati test is combine with Thyromental Distance (TD) the false positivity is reduced. Now it is suggested that any patient with thyromental distance of less than 7 cm and Mallampati grade III or IV; patient may present with intubation problem 15 . Cormack and Lehane described a standard method of grading depending on laryngoscopic view (Table-VII) 16 . 
B. Adverse cardiac events
Opinions are conflicting regarding prediction of serious perioperative cardiac events. Goldman and colleagues are renowned for their retrospective study on cardiac event in patient undergoing non cardiac surgery 17, 18 . Their risk indices (Table-VIII  & IX) gives a guide to major cardiac complications. Similar risk indices have described more recently ( Table-X) , although controversy persists about the most accurate predictors of serious pre operative cardiac events 12 . One of the most sensitive factor is the presence of pre-operative hypertension. Gross hypertensive responses, with ECG evidence of ischaemia on some occasions are likely to occur due to noxious stimuli during anesthesia in hypertensive patients. Whether treated or not, if the pre-operative diastolic pressure exceeds 110 mm Hg, there is a chance of ST changes with an increased incidence of postoperative myocardial infarction. So the patients should be prepared for surgery in such a way that these changes are less likely to occur. Thus patients, who are presented with a diastolic arterial pressure more than 110 mmHg, should receive antihypertensive treatment. Several days or weeks may be required to stabilize the cardiovascular system. Controlled or uncontrolled hypertension is usually associated with increased cardiac peri-operative morbidity 19, 20 . On the other hand over aggressive treatment of hypertension, that is diastolic pressure less than 85 mmHg may itself increase morbidity or mortality in those with ischaemic heart disease, perhaps due to inadequate coronary artery perfusion pressure 21 . Hypertensive patients with left ventricular hypertrophy is associated with an increased risk of peri-operative myocardial ischaemia due to imbalance of myocardial oxygen supply and demand, even in the absence of coronary artery disease 22 . 23 . They found the only useful predictors of the need for postoperative ventilation to be the combination of a pre-operative arterial oxygen tension of less than 9kpa and the presence of dyspnoea at rest. Poor oral hygiene * Referral to an oral surgeon.
Guideline for preoperative therapy

CONCLUSION
Discussion between surgeon and anesthetist is essential for optimum prediction of risk. The responsibility of anasthesiologists is to recognize the risk factors and to ensure that those should be corrected before surgery. It is therefore essential to visits the concerned patient before surgery to assess the fitness for anesthesia. This can be done in the anesthetic outpatient clinic, to which a patient is referred before admission. Thus the anesthetist can make a rapport with the patient, explain the procedure regarding anesthetic and surgical management and an informed consent for the proposed procedure can be taken from the patient or patient's guardian.
